ARIZONA STATE VETERINARY MEDICAL, EXAMINING BOARD 
1740 W. ADAMS ST., SUITE 4600, PHOENIX, ARIZONA 85007 
PHONE (GO2) 364-1PET (1738) FAX (602) 364-1039 
VETBOARD.AZ.GOV 


COMPLAINT INVESTIGATION. FORM | 


If there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR OFFICE USE ONLY. 


| Date Received: Ma rch \%,2090 Case Number: a O-§ bk 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/CVT; Pr. Virginia Kern 


Premise Address: 430 $ Gilbert Road 


city: Mesa State: AZ Zip Corde; 85204 
Telephone: (480) 833-8562 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 


Name: Randal and Jessica Detweiler 


Address: Se 
Clie , State: ‘= Zip Code: ——™™ 


Home Telephone: Cell Telephone: —————>—>_ 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR VR PLEASE. PRQYOE | 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. {ECE | 
| 


MAR 1 8 2920 


BY (ZO ee 


C. PATIENT INFORMATION (1): 
Chief Detweiler 


Name: 
Breed/Species: Great Dane 
Age: 3 Sex: Male Color: Blue Merle 


PATIENT INFORMATION (2): 
Name: 


Breed/Species: 


Age: Sex: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


N/A 


E. WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 
Monica Kopf =a 


Midwestern University Animal Health Institute 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 


investigation of this case. 


Signature: 


Date: | \6/ 2LO2O sped SS ge 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint. This | 
portion must be either typewritten or clearly printed in ink. 


Dr. Kern killed our 3 year old Great Dane, Chief. He was being boarded at her facility 
while we took a long weekend trip out of the state. Chief was in perfect health, up to 
date on all vaccines and had been boarded at other facilities numerous times. We 
always boarded him at a vet's office, because that would be the safest place and they 
would be the best equipped to care for him in case of an emergency- so we thought. 
We dropped him off the evening of 12/21/2019. | called to check on him the morning of 
12/23/2019. | was told that he was doing well but not eating much. | let them know that 
he had a tendency of not eating as much while being boarded and asked if he was 
doing good otherwise. They told me that he was and then asked for my contact 
information again in case Dr. Kern wanted to reach out. | gave them my number, even 
though they should have already had it in his fite..l woke_up on 12/24/2019 toa 
voicemail in the middle of the night from Dr. Kern asking me to call. When | called the 
office a young girl, probably the overnight kennel attendant answered the phone. She 
proceeded to tell me that my dog had passed away. She said that when Dr. Kern had 
left at 7pm on 12/23/2019 that Chief was doing fine, but that he had thrown up a couple 
of times throughout the day. Then shortly after Dr. Kern left Chief, "took a turn for the 
worse" and they called Dr. Kern back in. She wasn't able to answer any questions on 
the specifics of what had happened, but she let me know that Dr. Kern would be in 
within .a.couple of hours and would give us a call. Dr. Kern called me and said that Chief 

‘-had been struggling for awhile’and she couldn't figure out what was wrong with him. 
She said. she was worried about him. all day long, but that he was in good condition ~ 
when she left. She said that Chief had thrown up once and was drinking an abnormal 
amount of water. She said that by the time she got back to the office that Chief had 
already passed away but also stated that she "worked on him for'2 hours" before calling 
me and leaving the message. She tells me over the phone that she has no idea what 
happened to him and that she did everything she could. | tell her that | want an 
independent necropsy done and that | will find the office where | want it completed. She 
agrees and tells me that Chief's body is in a freezer. Later | will find out that his body 
should have been placed in a fridge, not a freezer. | decide on Midwestern University 
Animal Health Institute, but | am unable to submit the request and a vet must submit the 
request. | call Dr. Kern and tell her the website she needs to go to and the phone 
number to call. | let her know that | would like to be updated as soon as she hears 
something and that | need to know how the process is proceeding. She agrees. We 
assumed that nothing would happen until Christmas Day and we were flying back 
Christmas Day, so | called the day after Christmas and Dr.Kern informs me that she 
transported Chief's body to MWU on 12/24/2019 and defends her lack of 
communication by telling me that the pathologist asked her to get Chief's body to MWU 
ASAP. I call MWU to see if | can get an update and the patholigist gives me a call and 
walks me through his findings. He stated that Chief suffered from Gastric Dilatation- 
Volvulus and that his stomach had flipped 180 degrees. Anybody that knows.anything 
about the Great Dane breed knows that they are at a higher risk of GDV and what the © 
signs are. Somehow Dr. Kern, a vet of 30+ years, was unable to observe ahd identify a 
single sign. By her own admission, she was concerned about him, but she still was not 
able to identify that he was suffering from:GDV? Dr. Kern:did not contact us until Chief 
had passed, despite her concern.:Dr. Kern never once calléd: our emergency contact. 
We have yet to receive the finalized Necropsy report that: MWY told r me that Dr. Kern © 
would be providing to me by the end of January. 


Rev 8.14.17 


East Mesa Animal Hospital 
430 S. Gilbert Rd. 

Mesa, AZ 85204 

27 March 2020 


Az Vet Med Examining Board. 
1740 W. Adams St.., Ste 4600 
Phoenix, Az 85007 

Case No.: 20-87 


Dear Sir/Madam: 


‘Before being admitted to boarding the owner reported that he was drinking an excessive 
amount of water. When admitted for boarding on December 21, 2019 at 4pm, he was 
very exuberant and the technicians & kennel people had a hard time controlling him. The 
owner was asked if a neutraceutical, Composure Pro, could be given and was authorized. 
The dog's weight was 160 pounds. Vectra was applied for flea & tick control. And the 
owner brought his own food. On the evening of the 215 the dog didn't eat but was 
consuming water. On the 22"¢ the dog vomited a small amount, was given a coating 
agent & was doing fine afterwards. The dog was walked outside but didn't have a bowel 
movement. He drank water, which he kept down. He was happy — greeting the kennel 
attendant & doing well. At Spm he didn't want to eat. Went outside & urinated. Excited 
to go outside. He was given 3 Composure Pro, nibbled at his food, drinking water fine & 
no vomiting. On the morning of the 23" he didn't eat his normal diet but did eat ad, was 
very excited to see the kennel attendant, went outside & urinated but no stool. At 4pm, 
he again showed excitement at seeing the kennel attendant, ate ad, went outside & 
urinated. Doing well. At 7pm, the kennel attendant noted vomit in the run & some loose 
stool, whch was black in color. He was brought out of his run, collapsed & died within 
minutes. The owner was notified by leaving a message. I brought his body over to 
Midwestern on Christmas Eve & the necropsy was done that day. 


While he was boarding, he showed no overt clinical signs of any medical condition. 


Sincerely, 
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VICTORIA WHITMORE 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
- GOVERNOR - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
, VETBOARD.AZ.GOV 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: PM Investigative Committee: Adam Almaraz - Chair 
Amrit Rai, DVM 
Cameron Dow, DVM 
William Hamilton 
Brian Sidaway, DVM 


STAFF PRESENT: Tracy A. Riendeau, CVT —- Investigations 
Marc Harris — Assistant Attorney General 


RE: Case: 20-87 
Complainant(s): Randal and Jessica Detweiler 
Respondent(s): Virginia Kern, DVM (License: 0781) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received, at Board Office: 3/18/20 Laws as Amended August 2018 
Committee Discussion: 8/4/20; 9/1/20 (Lime Green); Rules as Revised 
Board IIR: 10/21/20 September 2013 (Yellow) 


On December 21, 2019, “Chief,” a 3-year-old male Great Dane was presented to 
Respondent's premises for boarding. The dog was given Composure Pro for anxiety 
throughout the stay as the dog did not eat well and was excitable. 

On December 22, 2019, the dog vomited a small amount and was administered an 
unknown coating:agent. 

On December 23, 2019, the dog had vomited and passed some loose stool. When the 
kennel attendant:removed the dog from the run, the dog collapsed and died. 

On December.24, 2019, the dog’s remains were transported to Midwestern University for a 
necropsy. The pathologist attributed the dog's sudden and unexpected death to gastric 
dilation and volvulus with associated hypovolemic, cardiogenic and possibly endotoxemic 
shock. 

comarca) nae difficulties getting a copy of the necropsy report from Respondent. 


Complainant was noticed and appeared telephonically — 8/4/20. 
Respondent was noticed and appeared telephonically — 8/4/20 and 9/1/20; Attorney David Stoll appeared. 


20-87, VIRGINIA KERN, DVM 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Complainant(s) narrative: Randal and Jessica Detweiler 


® Respondent(s) narrative/medical record: Virginia Kern, DVM 
e Consulting Veterinarian(s) narrative/medical records: Midwestern University 


PROPOSED ‘FINDINGS of FACT’: 


1. On December 21, 2019, Complainants dropped off the dog at Respondent's premises for 
boarding. They always boarded the dog at a veterinarian facility; in case of an emergency the 
premises would be equipped to help the dog. 


2. On December 23, 2019, Mrs. Detweiler called Respondent's premises to check on the dog. 
She was advised the dog was doing well, but not eating much. Mrs. Detweiler explained that it 
was common for the dog to not eat much while being boarded. She was asked for her contact 
number in case Respondent wanted to reach out to her. Mrs. Detweiler thought that was odd 
since her contact information was given at drop off. 


3, On December 24, 2019, Mrs. Detweiler woke up to a message on her voicemail from 
Respondent asking her to call. When Mrs. Detweiler called the premises, staff advised her that 
the dog had passed away. She explained that the dog had vomited a couple times during the 
day; after Respondent left at 7:00pm, the dog took a turn for the worse, and Respondent was 
called to return to the premises. The staff member could not answer Mrs. Detweiler questions 
and was advised that Respondent would call her back. 


4, According to Complainant, Respondent explained that the dog had been struggling for a 
while and she could not figure out what was wrong with the dog; she was worried about him all 
day but the dog was in good condition when she let for the day. Respondent told Mrs. Detweiler 
that the dog had vomited once and was drinking an abnormal amount of water. When she 
returned to the premises, the dog had passed away but she worked on him for 2 hours before 
calling Mrs. Detweiler and leaving a message. The pet owner requested a necropsy and 
contacted Midwestern University. She was advised that a veterinarian must request the 
procedure therefore:she called Respondent and told her how to conduct the request for the 
necropsy online. 

5. Later that day, Respondent transported the dog to Midwestern University for a necropsy. Mrs. 
Detweiler followed up with the pathologist at Midwestern University who told her the dog 
suffered from GDV. Complainants did not receive the necropsy report from Respondent until 
June 2020 despite multiple requests. 


6. According to Respondent, prior to being admitted for boarding, Complainants reported that 
the dog was drinking: an excessive amount of water. The dog was very active and staff had a 
hard time controlling:the dog therefore they asked if Composure Pro could be given to the dog; 
Complainants approved. Vectra was applied for flea and tick control, and the pet owners 
brought their own food. 


7. The first night (12/21/19) the dog did not eat but was drinking water. 
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20-87, VIRGINIA KERN, DVM 


8. On December 22, 2019, the dog vomited a small amount and given a coating agent (no 
medical records were provided — the medication and amount of medication given is unknown). 
The dog seemed better, he was active and greeting kennel staff; he was not eating but drinking 
water. That evening the dog was given Composure Pro, eating some and drinking water. No 
vomiting or stool passed, only urine. 


9. On December 23, 2019, the dog was not eating his normal diet but was eating a/d. He was 
excited to see staff and went outside to urinate. That afternoon, the dog ate a/d again, went 
outside to urinate and was excited to see the kennel attendant. At around 7:00pm, the kennel 
staff saw vomit and loose stool in the dog’s run. The dog was taken out of the run, collapsed and 
died within minutes. : 


10. Respondent did: not say if CPR was attempted and if so, what was done, or what 
medications were administered. 


11.On December 24; 2019, Respondent left a message for Complainants and later transported 
the dog to Midwestern University where a necropsy was performed that day. 


12. After receiving additional information from Complainant and Respondeni, it was determined 
that the dog was brought in on 12/16/19 to be evaluated and Complainants to view the kennels 
prior to boarding; Mrs. Detweiler signed the boarding agreement at that time. 


13. On December 21, 2019, when the dog was dropped off, staff administered a TBR vaccine for 
kennel cough and applied Vectra for fleas and ticks (invoice is dated 12/22/19). Respondent 
~ admitted that she did not examine the dog. 


14. On December 22, 2019, at midnight, and every hour after until 5:00am, the dog was 
administered 15mLs of MOB by staff per Respondent's instructions due to the dog vomiting. 
Complainants’ emergency contact was not called, nor was the dog examined by Respondent. 
The boarding record reads that the dog vomited multiple times from midnight to 8:00am. 


15. On December 23, 2019, the dog vomited at 12:30pm, the dog was given ice and another 
dose of 15mLs MOB. The boarding records read that the dog had no more vomiting after 
1:00pm. At no point did Respondent examine the dog or contact the emergency contact to 
give them the ability ito take the dog somewhere to be evaluated. 


COMMITTEE DISCUSSION: 


The Committee discussed that the boarding portion of Respondent's premises appears to be a 
part of her veterinary practice. Veterinary medical services were provided to the animal before 
and during the dog boarding. The dog was administered a vaccine by staff upon presentation 
for boarding; the dog was not examined by a veterinarian. 


Respondent had denied that a veterinary client patient relationship existed however she 
instructed her staff to administered treatment when contacted in the middle of the night. 
Additionally, the dog was vaccinated at her premises prior to boarding. The dog was showing 
atypical behavior while in boarding; GDV does not cause sudden death. The Committee 
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20-87, VIRGINIA KERN, OVM 


questioned the role and responsibility of Respondent to check on the animal. Respondent did 
not evaluate the animal prior to vaccination or treatment directives to staff. Sne also did not 
contact the pet owner's emergency contact when the dog was having issues giving them the 
opportunity to take the dog to be evaluated. It is likely the dog would have died regardless. 


Respondent had instructed staff give the dog multiple doses of 15mLs of MOB (milk of bismuth) 
and never evaluated the dog until it died. 


The medical records were not maintained properly with the services that were provided. 


Furthermore, Respondent stated her reason for not giving Complainants a copy of the necropsy 
was because she was not the regular DVM. However, the Committee felt differently since 
Respondent vaccinated the animal, and presented the dog to the lab for the necropsy to be 
performed. ‘ 


COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that possible violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 

Motion: It was moved and seconded the Board find: 


ARS § 32-2232 (2 1) as it relates to AAC R3-11-502 (L) (4) failure to perform an exam on the 
dog prior to staff administering a vaccine. 


ARS § 32-2232 (18) as it relates to AAC R3-11-501 (8) failure to provide a copy of the dog's 
necropsy report to the pet owner within 10 days after request. 


ARS § 32-2232. (11) gross incompetence: failure to perform an exam on the dog to 
investigate the cause of the dog's vomiting before instructing staff to administer multiple 
doses of milk of bismuth; Respondent also exhibited professional misconduct for failing to 
call fhe emergency contact left by the pet owner when the dog was showing signs of 
distress. 


Vote: The motion:was approved with a vote of 4 to 0. 
The information contained in this report was obtained from the case file, which includes the 


complaint, the respondent's response, any consulting veterinarian or witness input, and any 
ses used to gather information for the investigation. 


Tracy A. Riendeau, CVT 
Investigative Division. 
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